harimi but would be miiore certain to find the abscess and penetrate its wall. He (Mr. Jones) had found that the less one interfered with the abscess after it was drained the better. Drainage he found best carried out by putting --in a double tube and keeping it there. But sometimes he found it difficult to know whether to shorten it or not. Two or three months ago he operated upon a patient who was apparently doing very well, but one night, in the temporary absence of the night nurse, she got out of bed and fell, and though put back to bed apparently without harnm, was found dead in bed next morning. He could not obtain a post-mortem examination, but he assumned that the abscess had burst into the lateral ventricle. It was possible that the fall, by pushing the tube too far in, had caused the mischief. He, with Mr. West, had always favoured the natural route in acute cases and where a distinct track existed, but several speakers at Edinburgh said that that was unsurgical, especially where there was any doubt about the diagnosis; they said it should be a clean opening in an absolutely fresh surface, so as to avoid the possibility of infecting any other part of the brain. In cerebellar abscess he favoured the anterior route (internal to sigmoid sinus), with a secondary counter-opening.
Mr. HUNTER TOD said he was much interested in what Sir Victor Horsley had said about optic neuritis, because recently two such cases had been under his care at the London Hospital, and the question was raised whether operation should be performed on account of a suppurative intracranial lesion, or whether the patient was recovering from meningitis, or internal-ear inflammation. In one of the cases, there had been acute middle-ear suppuration, and the patient had been sent to the hospital under the belief that there might be a brain abscess. Before admittance there had been pyrexia, vomiting, and head retraction, but the ear was now seen to be almost dry. Mr. Lister found, on examination, early optic neuritis, with marked cedema of the optic disk, amounting to + 5D on the same side, and very slight optic neuritis on the other side. As there were no localizing symptoms, and as the middle-ear suppuration had ceased, it was decided not to operate. In spite of the patient's general condition remaining normal, optic atrophy began to be manifest on the affected side. In the other case, on-e of chronic 'middle-ear suppuration, there was very marked cedema of the optic disk, followed rapidly by optic atrophy on the same side, so that within six weeks it seemed that the eyesight might eventually be lost; on the other side a similar condition, to a much lesser extent, was taking place. The mother of the patient refused to permit operation, but the child, however, is now perfectly well with the exception of the eye changes. These cases raised the question as to whether one should operate, and to what extent, in middle-ear suppuration with optic neuritis, even although there was complete absence of all the intracranial symiptoms. These cases also supported Sir Victor Horsley's view that the presence of marked cedema of the optic disk on the same side as the aural affection favoured the diagnosis of meningitis rather than an intracranial abscess.
Mr. Tod said he remembered a case in which neglect to operate, owing to expectant treatment being carried out as there were no localizing symptoms, resulted in the sudden death of the patient from the bursting of a cerebellar abscess. In Mr. Tod's view the question of when to operate in these cases, and to what extent, seemed a most difficult problem.
With regard to technique, he considered that the complete mastoid operation should first be performed, and then that only as much bone should be removed from the tegmen tympani and lowest portion of the temporal bone above, or from the mastoid behind, so as to expose the brain sufficiently to insert a large drainage-tube. The cases in which he had been successful were those in which all the classical symptoms were present. In cerebellar abscess his results had been bad, as out of ten cases there were only two recoveries. In no case had recovery taken place in which drainage was attempted by the anterior route.
He wanted to call attention to a condition, probably encephalitis, the symptoms of which closely simulated intracranial abscess. In this type of case all the symptoms of intracranial pressure occurred, usually very rapidly, and were accompanied by an irregular and' slight pyrexia. Pyrexia was a bad sign, whether abscess was found or not. On incising the dura mater the brain substance projected from the wound, being usually very congested and friable. If the patients died, they did so within a few days from coma or from meningitis. With the above symptoms, if no abscess were found on exploring the brain, Mr. Tod urged that more bone should be removed and the brain substance incised in several directions. In some cases, as in Mr. Waggett's case, the results were most satisfactory, and complete recovery took place.
In one case, which had all the signs of intracranial pressure together with visual amnesia, a temporo-sphenoidal abscess on the left side was diagnosed. No abscess was found, but definite encephalitis. Much bone was removed, with a resulting large hernia. Recovery took place slowly, with loss of visual amnesia. Three weeks after the operation all the symptoms returned. A fine pair of sinus forceps were then pushed into the brain, and an abscess found. Whether the abscess was the result of exploration or encephalitis is a matter of conjecture. The patient eventually recovered completely, and is now at work again. If it were known why patients died two or tbree weeks, or even later, after an apparently successful operation, the methods of treatment might be improved from that point of view. He found meningitis was most common in cerebellar abscess. In other cases there were shock and coma, which he attributed to cedema of the brain.
Mr. Tod also asked Sir Victor Horslev what should be done for epilepsy developing after an operation. He had one such case, upon which he had operated six years ago. He had removed a large area of bone, and at the first dressing the patient had an attack of typical Jacksonian epilepsy. This man had done very well, but he had recurrent attacks of Jacksonian epilepsy at long intervals. Dr. A. BRONNER asked how one was to know what vaccine to use when the organisms were so varied; also what pus-searcher Sir Victor used. He now used the one recommended by Mr. West, but with a small abscess having a thick wall one was not so likely to open it up with that as with Macewen's. He asked Mr. West what became of the capsule-was it absorbed? If there were many pneumococci present the capsule was generally thick, whereas if there were few it was thin. With regard to the eye symptoms, most members would have read Sir Victor Horsley's researches on this matter. Eyes varied very mnuch physiologically; one eye would often show more venous congestion than the other. In many cases of hypermetropia, &c., the disks were congested and there was also intense headache. The use of glasses relieved the symptoms at once. He always opened up as suggested by Mr. West, and asked what method Sir Victor adopted. He believed that usually not enough bone was removed. One should remove a large piece of bone outwards, so as to get drainage downwards and outwards.
Mr. SYDNEY SCOTT said that the topic was a fascinating one. Every case of brain abscess was a subject for careful study in itself. In considering the factors conducing to successful treatment he thought it was
